Vietnam is well known for its efforts to establish equal access to health services for different areas and groups of the population.' The commune health station (CHS) is the basic unit in the Vietnamese primary health care system. The CHSs, which previously cooperated with brigade nurses in the villages, are supported by a district health centre (hospital and preventive services).
Concern about rapid population growth prompted the government of northern Vietnam to introduce a national family planning programme in 1963, and this was followed by several decisions promoting family planning activities. The birth rate fell only slightly in the next few decades, and in 1988 a population and family planning policy was introduced.2 Its goal was to reinforce and strengthen measures to reduce population growth and to ensure that adequate family planning methods were available to and used by the population. The National Committee for Population and Family Planning, the ministries, and the people's committees of the provinces and municipalities were charged with the responsibility for monitoring and supporting measures to control population growth. The family planning services were generally introduced at the commune health level, but the programme as a whole was implemented with varying vigour in different areas. In some areas, penalties in the form of higher fees for health services or the payment of a certain amount of rice or money to the commune were introduced for giving birth to more than two children. In 1989, the total fertility rate was still reported to be high, at 4.0, while the official estimate of the infant mortality rate was relatively low, at approximately 45 per 1000. [3] [4] [5] During the 1980s, a number of decisions were made by the Ministry of Health in order to improve health care for pregnant women and their newborn babies. It was decided that pregnant women should be offered at least three antenatal clinic visits and receive two anti-tetanus vaccinations. However, the implementation of these decisions varied in different areas. In 1993, according to official statistics,6
21% of all pregnant women in the country received three or more antenatal check ups and 48% were fully immunised against tetanus.
There is growing awareness that the current transition to a market economy system may create inequalities between different groups in Vietnamese society. The reason is that the market oriented system, introduced in 1989, The lack of choice in contraceptive methods is the most obvious obstacle to achieving good quality care. The initial information and interaction between the provider and client is also important, as has been shown in a study from four rural counties in China,'6 which showed that even in settings where several methods are available, poor or inadequate information about selected methods can result in high failure and discontinuation rates. In a household study in East Java,'7 the utilisation of contraceptive methods was explored. The most important determinants of sustained use of family planning methods were whether the initial choice was granted and whether the decision on contraception was agreed between husband and wife.
In this study, we found that only 0.5% used condoms and that only a few male sterilisations were reported. This is consistent with the results of a survey carried out in 1994 in a mountainous area of the country, indicating that the use of condoms and vasectomy was rare. '8 According to a review article on contraceptive methods for men,'9 the lack of male involvement in family planning is partly due to the limited options available, but there may also be reluctance to use these methods.20 Cur- 
